Study 
Conclusions-It is important that national surveillance of congenital malformations should continue. However, several modifications to the present OPCS monitoring system are necessary, including greater standardisation of data collection, the exclusion of trivial and clinically nonsignificant malformations, and the inclusion of data on therapeutic abortions performed for fetal abnormality. These issues are being addressed by OPCS.
The Office of Population Censuses and Surveys (OPCS) notification system for monitoring congenital malformations was introduced in 1964 in the wake of the thalidomide tragedy. It was established in order to provide an early warning system for the detection of any increases in the prevalence of malformations detected at birth. Each health district of England and Wales notifies OPCS of any live births where an anomaly has been noted within the first seven days of life and of any stillbirths with anomalies. OPCS regularly informs health districts of any significant increase in prevalences of individual malformations in their district.
In 1984 Knox et all published a study in which the quality ofnotification in the OPCS system was compared with that of the Birmingham Congenital Malformations Register, which is based on multisource ascertainment. Several serious deficiencies in the notifications to OPCS were identified. Some were due to structural errors in the notification system and others to defective implementation. He described four types of error: not all patients with major malformations were notified; some malformations were misclassified; additional malformations were not always ascertained; and there was overnotification of trivial malformations.
To confirm and clarify these deficiences a similar comparative study was set up between the Liverpool Congenital Malformations Registry (LCMR) and OPCS for the years 1980 to 1985 inclusive. The aims of the study were to determine: (1) the efficiency of the OPCS system in the ascertainment of congenital malformations in the area of study; (2) the diagnostic accuracy of the OPCS system; (3) In tables IV and V the 30 children with malformations notified to OPCS but not S J7 Dutton, J R Owens, F Harris ascertained by LCMR are presented by year and by district health authority. The largest single group (10 cases) consists of infants with isolated syndactyly or polydactyly, malformations which are often very trivial in nature. A greater concern to LCMR are the seven cases ofneural tube defect and four cases of multiple anomalies not originally ascertained. All of these were stillbirths or deaths (table VII) .
When the ascertainment of specific malformations is analysed there are wide variations in the efficiency of the OPCS system. Knox et al found good notification rates for facial clefts, oesophageal atresia, exomphalos, and Down's syndrome, but poor rates for neural tube defects. While our study corroborates these findings for facial clefts and exomphalos, notification to OPCS was poor for oesophageal atresia (46 7%'-table VIII), which is a condition not always immediately obvious at birth, and for Down's syndrome (55-5%). Conversely, the OPCS register missed few cases of neural tube defects and was more efficient than LCMR at the ascertainment of anecephaly (table VIII) .
About one third of cases reported to OPCS were of a clinically insignificant nature and thus excluded by LCMR according to EUROCAT guidelines. These include minor orthopaedic problems such as positional talipes and clicky hip.
Although OPCS recorded about twice as many cases of structural talipes as LCMR it is suspected for reasons stated above that this is due to misdiagnosis and overnotification of positional deformations. Other abnormalities found by Knox et al to be of doubtful significance included "systolic murmurs" and some malformations of the eye and ear.
An important feature noted during the study was the widely differing methods of data collection in the five district health authorities (table II) . This manifested itself in differences in efficiency of notification. For Although it is of concern that seven cases ofneural tube defect were not ascertained by LCMR, all but one of these missed cases were in the earlier years of the study and all were stillbirths or very early neonatal deaths. There is again wide interdistrict variation, with no missed cases in district A, and most underascertainment in district B.
In this study we did not include data on terminations performed after prenatal diagnosis, as the OPCS malformations notification scheme at the time of the study period excluded these.
Although previous studies by LCMR6 7 showed that prior to 1979 the antenatal screening programme had little effect on the birth prevalence of neural tube defects and Down's syndrome this is no longer the case for the former. Since 1979 the screeening programme for neural tube defects has become more effective so that in the period 1980-85 70-7°h of anencephalic and 36 2% of spina bifida fetuses were aborted. Consequently previously published OPCS data for malformation prevalence at birth do not give a complete picture of the epidemiology of pregnancy complicated by neural tube defects. Other congenital malformations now diagnosed antenatally leading to a termination of pregnancy have a much smaller numerical effect on the at birth prevalence, but as screening of procedures improves this may change, particularly for a condition such as Down's syndrome.
Several comments are apposite regarding the OPCS monitoring programme. Firstly, there is no question but that monitoring on a national scale should continue, as there are geographical variations in the prevalence of certain anomalies. Also, some malformations are so rare that they require the large numbers collected by a National Register in order to study secular trends. Because of the way it has been set up, the OPCS system is the only birth defects register that is able to give an early warning of an increased frequency of any malformation in England and Wales. Ascertainment, including the validation process of each malformed infant by the LCMR, takes up to two years to be complete for a given annual cohort.
There are, however, several modifications that should be made. Firstly, the methods of data collection should be standardised for all health authorities. Secondly, OPCS should exclude from publication data on minor or insignificant malformations. Finally, methods should be sought of including in published OPCS data group.bmj.com on June 21, 2017 -Published by http://jech.bmj.com/ Downloaded from S Dutton, R Owens, F Harris information on terminations of pregnancy following antenatal screening. We note that since the completion of this study some of these issues are now being addressed.
